Venereal Diseases-in which he stated that he had had good results from T.A.B. vaccine and did not find it so severe as the induction of malaria. If one had an old patient, whose heart was not very,sound, it might be wiser to use T.A.B. than to give tertian malaria, if quartan malaria-Which produced less severe results than tertian could not be procured.
Wassermann reaction after the arsenic. He was convinced that syphilis passed to the third generation. He had one case of a congenitally syphilitic father who had transmitted syphilis to his children without, apparently, infecting the mother, and whose Wassermann reaction was persistently negative, even after a provocative injection of novarsenobillon. He did not believe that Hutchinsonian teeth occurred in any disease other than syphilis. In rickety teeth the cutting edge of the tooth was pitted and thin, and the enamel was thinned. He had never seen a child with a lesion of acquired primary syphilis.
Gastromegaly from Congenital Duodenal Ileus showing Spontaneous Improvement.-REGINALD MILLER, M.D.
M. M., girl, aged 6 years and 10 months, born June, 1923. Birth weight 4 lb. From birth there was great difficulty in getting food taken, and later there was strenuous refusal of food. Vomiting occurred occasionally. It was copious, projected and nocturnal, and contained food taken many hours previously. It was accompanied by diarrhcea, with mucus and sometimes blood, in the stools. Progress for the first four years was slow, chiefly owing to the refusal of food.
November, 1928.-X-ray examination showed a very large stomach hiding the pylorus and duodenal cap. The child was ordered a dry diet. March, 1929. -Improvement had occurred, the vomiting having ceased. A second X-ray examination showed less enlargement of the stomach, the duodenal cap could be seen and appeared normial. There was a suggestion of hyper-peristalsis, and the emptying time was normal.
September, 1929 -At this time visible gastric peristalsis was observed when the stomach was inflated with soda water. Improving. March, 1930.-Weight 42, lb., height 45 in. No vomiting has occurred: the appetite is better, but the child is never hungry. Visible peristalsis as before. I ask your consent to a syndrome in which there is from birth a mild obstruction to the evacuation of the stomach. If we set aside the question of the atiology, the disorder has three characteristic points: (1) The history from birth, which, properly interpreted, leads to the diagnosis of obstruction to the evacuation of the stomach. But as it is so mild, the ordinary spectacular symptoms of obstruction are absent. There is a refusal of food, the bad appetite being a result of gastric stasis and chronic gastritis. It is because so little is eaten that vomiting is kept in abeyance, and vomiting does not begin until the second year of life, when the child is put on to a diet consisting of fluids and solids in fair quantity, and is old enough to be pressed to take food against its irnelination. The vomiting is then characteristic of obstruction; it is projectile, and the food vomited is that which was taken some time before, it may be even the previous day's food. With the attacks of vomiting there is diarrhoea vvith mucus in the stools. The mucus passed is sodden and thick, it comes mainly from the stomach, not from the intestine. In the present case, for the first four years of her life the patient had to have a trained nurse, and it is clear there had always been a difficulty about the taking of food. (2) The signs are characteristic; there is visible gastric peristalsis, seen when the stomach is distended with food or gas. On X-ray examination the stomach is seen to be greatly enlarged; the obstruction is beyond the stomach, the pyloric part being normal. (3) After 5 or 6 years of age these patients undergo spontaneous improvement. In some of my cases, after a year or two of treatment, the. symptoms ceased altogether. The moment this present child was put on a dry diet by her doctor the vomiting stopped;
she came to us at the critical moment, and probably the treatment shortened:her symptoms by a year or two.
With regard to the cause: there are not many causes to think of if the stomach itself is excluded. If the site of the obstruction is in the duodenum it cannot be seen by X-rays, as it is too slight, at least while the child is not having a vomiting attack. It cannot be due to atresia or stenosis, because of the spontaneous improvement which occurs, and it is not due to a band, because that would cause painful dyspepsia. These children have no pain, except just before the vomiting. There may be a duodenal ileus, or pressure on the duodeno-jejunal flexure by the root of Skiagram of enlarged stomach five minutes after ingestion of opaque meal; erect.
(Dr. Reginald Miller's case.) Taken after five monLhs of dietetic treatment.
mesentery and the superior mesenteric artery. In support of this view, I may say that the first case I had operated on was a clear instance of duodenal ileus. Professor Wilkie, who has described chronic duodenal ileus in adults, has noted that many of his adult patients had shown symptoms of vomiting during childhood;
these then ceased for a number of years, and recurred later in life when the patient began to have gastroptosis. I believe, tberefore, that these are the same cases but diagnosed during childhood, the congenital compression being sufficient to give rise to a mild obstruction from birth.
Discussion.-Dr. R. C. JEWESBURY said that duodenal obstruction in infants must be very rare. He had seen four cases, two of which were due to atresia. Of the others, one was due to pressure of an aberrant artery, the other to pressure from an abnormal peritoneal fold. At first they were thought to be cases of pyloric obstruction, but in all four, though there was visible peristalsis and the vomiting was projectile, the vomit was bile-stained, and it was on that fact that the diagnosis of duodenal and not pyloric obstruction was made. He did not know whether this child's vomits were bile-stained. He would like to know how this condition was to be diagnosed in infancy, and how it was to be distinguished from ordinary pyloric obstruction. Unless there was bile-stained vomit, the case looked like pyloric obstruction, and might be treated as such. Was it possible that some of the cases were due to some unusually persistent type of pyloric obstruction ? Were they mild, incomplete cases of pyloric obstruction which, if left untreated, persisted ?
Dr. PARKES WEBER asked whether any attempt had been made to pass a duodenal tube for diagnostic purposes.
Dr. STOLKIND asked how one was to prove that the mucus found in the feces was from the stomach and not from the intestines. Had Dr. Miller washed out the stomach and if so, had he found much mucus ? Also, had he washed out the intestines and failed to find mucus?
Dr. MILLER in reply to Dr. Stolkind said that when washing out the stomach, one could get an abundant supply of mucus, and it was not difficult to differentiate between the mucus in the stools which came from high up and that which came from the colon. That from the stomach or its vicinity was in large thick masses, and was sodden and white or bile-stained. The only proof he had of that fact'was that some months after a short-circuiting operation in his first case, the mucus had disappeared from the stomach and from the stools at the same time, and the tongue had cleared.
In answer to Dr. Parkes Weber, he had used the duodenal tube in only one case, when he tried to inject barium cream through the pylorus into the duodenum. Though that had shown, in the skiagram, the duodenal cap, it did not show the distal parts of the duodenum.
In reply to Dr. Jewesbury, the whole difficulty in diagnosing these cases was not to differentiate them from cases of pyloric obstruction, but to recognize in them any obstruction at all. He had seen about fourteen cases which he was satisfied were of this nature, and in not one had obstruction been suspected previously. Much time needed to be spent in looking for peristalsis. In the cases to which Dr. Jewesbury referred there had been a much greater degree of obstruction. The cases he (the speaker) had been describing were conveniently termed "gastromegaly," as the enlarged and hypertropbied stomach was the most striking clinical feature, the obstruction was mild, and the difficulty was in recognizing the presence of any obstructive factor.
Neurofibromatosis.-W. G. WYLLIE, M.D.
A. H., a boy, aged 14 years. A small, soft lump was noticed at birth in the right lumbar region. This gradually grew larger, and was removed by Mr. Tyrrell Gray when the boy was 6 years old. A large, soft fibroma was removed from the left buttock when he was 9 years old, as it was giving rise to pain.
The interest of the case lies in the number of superficial nerves which are thickened and easily palpable throughout a considerable extent of their course. Among these, on both sides of the neck, are the great auricular, nervus cutaneous colli, and a branch of the supraclavicular nerve (all emerging from the posterior l)order of the sternomastoid at its middle). Other nerves easily palpable are suprascapular branches, both ulnars, and the external cutaneous in the leg. Several small cutaneous fibromata are present in the skin.
No other member of the family is affected. DiWscusion.-Dr. F. PARKES WEBER said that the first two great monographs1 in the English language regarding Recklinghausen's neurofibromatosis drew attention to a special point that Dr. Wyllie spoke of in his case, namely, the beaded or continuous enlargement of I R. W. Smith, "Treatise on Neuiroma, " Dublin, 1849, and Alexis Thomson's monograph (1900), in both of which there are illustrations showing thickening of nerve-trunks in the limbs of patients, obvious by mere inspection d iring life. Smith's work was before Recklinghausen's excellent account, which was published in 1882.
